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Is the United States Prepared for Ebola?
TheWestAfricanEbolaepidemic is ahumanitariancri-
sis and a threat to international security.1 It is not sur-
prising that isolated cases have emerged in Europe and
NorthAmerica,buta largeoutbreak in theUnitedStates,
with its advancedhealth system, is unlikely. Yet thehan-
dling of the first domestically diagnosed Ebola case in
Dallas, Texas, raised concerns about national public
health preparedness.Whatwere the critical health sys-
tem vulnerabilities revealed in Dallas, and how can the
country respondmore effectively to novel diseases in a
globalized world?
The Dallas Cases
Thomas E. Duncan, a 42-year-old Liberian citizen, con-
tractedEbolavirusdisease(EVD)onSeptember15,2014,
when he carried a pregnant neighbor who fainted in a
taxi they shared inMonrovia; she subsequently died of
Ebola.OnSeptember 19,Duncan leftMonrovia’sRoberts
International Airport en route to Brussels, then Wash-
ington, DC, and finally Dallas. Before boarding he was
asymptomatic and probably not infectious.
On September 26, 5 days after reaching Dallas,
Duncan presented at Texas Health Presbyterian Hospi-
tal with Ebola-like symptoms and reported his travel
from Liberia. For reasons still disputed, Duncan was
prescribed antibiotics and sent home. Two days later,
after his condition deteriorated, he returned to the hos-
pital and was admitted and placed in isolation, later
testing EVD positive—10 days after his initial arrival in
the United States. Duncan died on October 8, amid
public concern about misdiagnosis and delayed treat-
ment. Shortly after Duncan’s death, on October 12,
Nina Pham, a nurse who treated him, tested EVD posi-
tive. Another nurse on the treatment team, Amber
Vinson, was confirmed to have EVD on October 14.
Duncan’s delayed diagnosis triggered a cascade of
public health missteps. Emergency medical service
(EMS) personnel transported him without appropriate
personal protective equipment (PPE). The transporting
ambulance continued to be used for 48 hours before it
was decontaminated. The Dallas County health depart-
ment issued a communicable disease control order
requiring 4 people with whom Duncan had shared an
apartment to remain there—even though the apart-
ment had not been decontaminated. The health
department explained it had difficulty obtaining a per-
mit to transport the hazardous waste. The residents
were later moved to another location. Health officials
traced known contacts, identifying 48 individuals,
including 5 school-aged children, who were told to
remain at home for 21 days. It was only when Pham
became infected that surveillance extended to approxi-
mately 50 health workers who had cared for Duncan.
The diagnosis of Pham and Vinson, following a similar
case in Spain, led the Centers for Disease Control and
Prevention (CDC) to reconsider the ability of hospitals
to safely treat Ebola patients without advanced training
and facilities.
Health System Preparedness
The Dallas case raises significant concerns about na-
tional preparedness for public health emergencies.
Health emergencies (eg, anthrax, SARS, novel influen-
zas, and hurricanes Katrina and Sandy) spurred federal
preparedness planning and funding, including the
Pandemic and All-Hazards Preparedness Act (reautho-
rized in 2013),2 to ensure that federal, state, and more
than3500 localhealthdepartmentscoordinate their ef-
fortseffectively indisasters.Significant investmentshave
been made in staff training, interagency coordination,
legal reform, and planning.
Preparednessefforts like theseareessential, but in-
adequate.Overall, investment inkeyhealthsystemfunc-
tionshasbeen indecline.TheCDC’s2013
budgetdeclined 10%,ornearly$1billion,
from 2012.3 Since 2008, state and local
public health agencies have lost more
than 50 000 staff (almost 20%of their
workforce),4 requiring cuts toprepared-
nessprograms.ManyEMSagencies and
hospitals are also strained, leading the Institute of
Medicine towarn in 2012 of an “enormous potential for
confusion,chaos,andflaweddecision-making”5 inapub-
lic health emergency. Insufficient funding in a research
and data infrastructure limits the ability to identify
weaknesses and learn frommistakes. Rare, novel infec-
tionssuchasEbolaexpose thedifficultyofdiagnosis and
adherence to arduous infection control protocols.
Following the nurses’ EVD diagnosis in Dallas, future
Ebola patients may be directed to centers with ad-
vancedtraining,PPE,andwell-equipped isolationrooms.
Vinsonwas transferred to EmoryHospital in Atlanta on
October 15.
Isolation andQuarantine
The hospital’s decision to isolate Duncan was consis-
tentwith the commonpractice of separating known in-
fectious patients. State and local public health agen-
ciesalsohavethepower toquarantineexposedcontacts
evenwithout a confirmeddiagnosis. TheCDChasmore
limited isolationandquarantineauthority thatcanbeex-
ercisedonlytoprevent internationalor interstatespread,
which it implements largely through20 federal quaran-
Only by controlling Ebola in West Africa
can lives be saved and the risks of
international spread minimized.
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tine stations. Isolation and quarantine powers require due process
(usually after confinement), including a hearing, treatment, and a
safe/humane environment. The quarantine of the 4 individuals in
Dallas in unsafe conditions exposed them to unnecessary risk.
Public Health Emergencies
Formalemergencydeclarationscanprovideadditionalpowers, such
as social distancing (closing businesses or schools), altered scopes
of professional practice, and limited liability. The Department of
Health andHumanServices, 26states, andmanymunicipal govern-
ments can declare public health emergencies. OnOctober 6, 2014,
Connecticutbecamethe first state todesignateanemergency in re-
sponse to Ebola.6 Declared health emergencies may also helpmo-
bilize political will and release funding for preparedness.
International Exit and Entry Screening
On October 8, the CDC announced enhanced screening at 5 US air-
ports that receive 94% of arrivals originating from Sierra Leone,
Liberia, and Guinea.7 After passport review, customs agents escort
passengers originating in these 3 countries to a designated area,
take their temperature with a noncontact thermometer, observe
them for symptoms, and inquire about their health and exposure
history. CDC officers evaluate travelers with a fever, symptoms, or
potential exposure. Those requiring additional evaluation are
referred to the state or local public health authority. Travelers with-
out symptoms or exposures receive health information for self-
monitoring and are asked to provide location information.
Entry screening, authorized by federal statutes and regula-
tions, is conducted in addition to exit screening in the 3 affected
countries.All outboundpassengersare screenedwithahealthques-
tionnaire, visual assessment for symptoms, and temperaturemoni-
toring. To date, exit screening has led to boarding denials of fewer
than 100 persons in affected countries, none of whom were sub-
sequently diagnosed with EVD. Most had diseases endemic in the
region, suchasmalariaor tuberculosis. If apassengerbecomes illdur-
ing flight, domestic and international flight rules require airlines to
inform airport authorities before landing.
The new entry screening—the first time the United States has
implemented fever monitoring—represents a measured response,
targeting roughly 150 passengers daily originating from affected
countries. President Obama has resisted calls for travel restrictions,
which would arguably violate the International Health Regulations
and exacerbate the West African epidemic by impeding the flow of
aid workers and supplies. US screening procedures, while moder-
ate and lawful, will not materially increase border protection. Dur-
ing the 2003 SARS outbreak, Canada’s screening practices did not
detect any SARS cases at border entry points. Passengers exhibit-
ing no Ebola symptoms at departure are unlikely to develop symp-
toms upon arrival. Most fevers detected at US airports will likely be
false-positives, caused by endemic diseases or influenza.
Risk Reduction
Only by controlling Ebola inWest Africa can lives be saved and the
risksof international spreadminimized.Domestically,Ebolaprompts
the recognition that preparednessdependson the core strengthof
health systems. Not enough has been done to support well-
functioninghealth systems inWestAfrica,but theUnitedStatesalso
needs to investmore in domestic health system capacity. After the
countryhasspentmorethanadecadedevelopingpreparednesspro-
grams and laws, isolatedEbola cases reveal the vital need tobuild a
strongersystemfordetectingandtreating infectiousdiseases,evalu-
ating and improving performance, and committing to the basic in-
stitutions and professionals charged with protecting the public’s
health.
ARTICLE INFORMATION
Published Online:October 17, 2014.
doi:10.1001/jama.2014.15041.
Conflict of Interest Disclosures: All authors have
completed and submitted the ICMJE Form for
Disclosure of Potential Conflicts of Interest and
none were reported.
REFERENCES
1. Gostin LO, Friedman EA. Ebola: a crisis in global
health leadership [published online October 11,
2014]. Lancet. http://download.thelancet.com
/flatcontentassets/pdfs/S0140673614617918.pdf.
2. Pandemic and All-Hazards Preparedness
Reauthorization Act, Pub L No. 113–5, 127 Stat 161
(2013).
3. CDC fact sheet: Impact of Sequestration and
other Budget Changes. http://www.cdc.gov/fmo
/topic/Budget%20Information/appropriations
_budget_form_pdf/Sequester_Impacts.pdf.
Accessed October 15, 2014.
4. Association of State and Territorial Health
Officials. Budget Cuts Continue to Affect the Health
of Americans. http://www.astho.org/budget-cuts
-dec-2012/. Updated September 2012. Accessed
October 9, 2014.
5. Institute of Medicine. Crisis Standards of Care:
A Systems Framework for Catastrophic Disaster
Response. http://www.iom.edu/reports/2009
/crisis-standards-of-care-summary-of-a-workshop
-series.aspx. November 2009. Accessed October
13, 2014.
6. Altimari D. Ebola concerns prompt Malloy to
declare public health emergency.Hartford Courant.
http://www.courant.com/politics/capitol-watch
/hc-ebola-concerns-prompt-ct-gov-malloy-to
-proactively-declares-public-health-emergency
-20141007-story.html. October 7, 2014. Accessed
October 13, 2014.
7. CDC/DHS. Enhanced Ebola Screening to Start at
Five U.S. Airports for All People Entering U.S. from
Ebola-Affected Countries. http://www.dhs.gov
/news/2014/10/08/enhanced-ebola-screening
-start-five-us-airports-all-people-entering-us-ebola.
October 8, 2014. Accessed October 13, 2014.
Opinion Viewpoint
E2 JAMA Published online October 17, 2014 jama.com
Downloaded From: http://jama.jamanetwork.com/ by a Georgetown University Medical Center User  on 10/20/2014
